Objectives: This study aimed to describe the criteria used by US hospitals to grant surgical privileges for select gynecologic procedures and to compare the privileging processes between university-based and community-based hospitals.
H ospital-based physician privileging involves granting permission to perform specific professional activities under hospital authority. Credentialing and privileging are processes to determine and formally attest that a physician is both qualified and competent. Credentialing verifies that physicians meet standards as determined by an organization by assessing their background and legitimacy. Privileging defines a physician's scope of practice and the clinical services he or she may provide. Privileging is based on demonstrated competence and is a data-driven process. Guidelines for privileging and for maintenance of privileges have been well established in other fields of medicine and procedures such as endoscopy and colonoscopy. 1 However, criteria for evaluating competency at the time of initial and renewing of privileges in gynecologic surgery have not been well studied.
The recognition and accreditation of Female Pelvic Medicine and Reconstructive Surgery as a subspecialty of obstetrics and gynecology and recent advances in surgical technology has necessitated more rigorous privileging requirements. The American Urogynecologic Society Guidelines Development Committee has responded to these changes by creating guidelines for privileging and credentialing of physicians for transvaginal mesh 2 and sacrocolpopexy. 3 Although this may be helpful for the establishment of criteria for privileging on select procedures, there remains a lack of information on current and ongoing criteria used by either academic or community hospitals for most gynecologic procedures.
It is important to understand the variability of both initial granting and maintenance of privileges for gynecologic procedures. This may provide the first steps in future systematic and evidence-based criteria for privileging of gynecologic procedures. Therefore, the objectives of this study are to describe the criteria used by US hospitals to grant surgical privileges for gynecologic procedures, and to compare the privileging requirements between university-based and community-based hospitals.
MATERIALS AND METHODS
This was a cross-sectional study conducted from January 2011 to December 2012 at institutions represented by The Society of Gynecologic Surgeons Fellows' Pelvic Research Network (FPRN) members. Institutional review board exemption status was obtained by the originating institution, University of Massachusetts Medical Center. The FPRN is a network that consists of 89 fellows in 51 female pelvic medicine and reconstructive surgery programs in the United States.
A 5-page survey of surgical privileging criteria (both firsttime and maintenance) for 13 gynecologic procedures was developed and given to the appropriate hospital staff member designated by the institution to complete the survey. The procedures queried included midurethral slings, trocar-based vaginal mesh for prolapse repair, other vaginal mesh placement (not trocar-based), cystourethroscopy, repair of vesicovaginal fistula, vaginal suspension procedures (uterosacral and sacrospinous), colpocleisis, operative laparoscopy, laparoscopic assisted hysterectomy, robotic assisted hysterectomy, robotic sacrocolpopexy, injection of urethral bulking agents, and placement of a sacral neuromodulator.
For initial privileges, the respondents were asked to indicate if the following training requirements were needed as follows: (1) successful completion of approved Obstetrics and Gynecology or Urology residency, (2) successful completion of Female Pelvic Medicine and Reconstructive Surgery or Female Urology fellowship, (3) verification of competency by previous residency or fellowship director, (4) completion of a laboratory-based or preceptorship program completion of a minimum number of proctored or supervised procedures required before privileging and if so how many, and (5) to indicate any difference in criteria between fellowship and nonYfellowship-trained physicians. Preceptors, unlike proctors, have a legal duty to intervene if they deem that the physician is not adequately trained for a procedure. The questionnaire asks if the organization requires the completion of a laboratory-based or preceptorship program for certain procedures, which implies the use of a formal training program with legal repercussions. The subsequent question, however, asks whether a minimum number of proctored or supervised procedures are required before privileging. This is somewhat of a less stringent criterion because it does not account for a formal training process. Nevertheless, responses were not mutually exclusive.
ORIGINAL ARTICLE
For maintenance of privileges, the respondents were asked the following: (1) if a minimum number of annual procedures were required, and if so, how many; and (2) their protocol for requesting privileges upon expiration of those privileges. The question regarding reproctoring to reobtain privileges refers to those who lost privileges due to inadequate numbers and need additional reentry training. These questionnaires were administered without further assistance or explanation.
All members of the FPRN were invited to participate in this study. Participating fellows were responsible for sending an introductory letter to his/her own Medical Staff Office Director. Once the Medical Staff office agreed to participate, the questionnaire was sent to the appropriate hospital representative for completion. When possible, the participating fellow obtained another completed questionnaire from a local community institution, regardless of its affiliation to the fellowship program. Institutions declining to participate were counted and documented. Criteria for privileging were described and compared between academic and community hospitals using Pearson W 2 , Fisher exact test, and Student t test where appropriate. Due to a nonparametric distribution for both the minimum number of proctored/supervised procedures required before privileging and the minimum number of procedures required to be performed annually for maintenance, the median and range of the minimum numbers required are given for these procedures.
RESULTS
Of the 89 FPRN members, 25 fellows agreed to participate and 17 of them successfully obtained a total of 25 questionnaires, 17 of which came from their own institutions and 8 of which represented other local hospitals. The questionnaires were regionally distributed as follows: 44% were from the Northeast, 32% from the Midwest, 16% from the Southeast, and 8% from the South/Southwest. Fifty-six percent were university-based and 44% were community-based. The designated representative who completed the survey varied between institutions: 32% were departmental chairs, 20% were directors of medical staff, 16% were other medical staff officers, 8% were program director, 8% were division directors, and 16% were unknown. The criteria for initial privileges varied between the gynecologic procedures (Table 1) . Fellowship training was required in 31% to 67% of hospitals for prolapse surgeries and 47% to 68% for incontinence surgeries. For midurethral slings, a minimum number of 5 supervised procedures (range, 1Y20) were required. For trocar-based transvaginal mesh procedures, a minimum number of 5 supervised procedures (range, 3Y10) were required. Vaginal suspension procedures were more heavily weighted toward fellowship completion (67%) compared to preceptorship alone (25%) and supervised surgery (26%). Among institutions with a robotic surgical system, 17% and 32% required completion of a fellowship for privileging in robotic hysterectomy and sacrocolpopexy, respectively. Fifty-five percent required completion of a preceptorship program, and 91% required a minimum number of supervised cases, with a median of 5 (range, 2Y20) cases for both procedures. Most institutions did not have different criteria between fellowship-trained and nonY fellowship-trained about initial privileging.
Most institutions did not require a minimum number of annual cases for maintenance of privileges, with the exception of robotic procedures ( Table 2 ). Those that did have an annual minimum maintenance requirement had a median of 5 for midurethral sling (range, 4Y5), a median of 5 for trocar-based transvaginal mesh (range, 4Y5), and a median of 6 (range, 2Y15) for robotic sacrocolpopexy. If privileges were not maintained, most institutions only required reproctoring for robotic hysterectomy and sacrocolpopexy procedures.
University-based centers differed from community hospitals in privileging requirements. A higher proportion of community hospitals compared to university-based centers required preceptorship for laparoscopic hysterectomy (70% vs 15%, P = 0.027), robotic hysterectomy (90% vs 25%, P = 0.012), robotic sacrocolpopexy (90% vs 20%, P = 0.009), and sacral neuromodulation (67% vs 0%, P = 0.004).
DISCUSSION
Considerable variability exists in the criteria used by US hospitals for surgical privileging in gynecology. Robotic procedures, however, seem to have consistently different criteria compared to the other procedures. Most institutions did not require completion of a preceptorship program, except for robotic procedures. Similarly, most institutions did not require a minimum number of annual cases for maintenance of privileges, with the exception of robotic procedures. When surgical privileges expire, in most institutions, only the robotic procedures required repeat proctoring. This dichotomy may be secondary to a shift in resident training that is underscored by the increased use of the robot among physicians in training. A recent study found that 78% of residency programs surveyed used the robot for gynecologic procedures. In fact, 58% of those using the robot had a structured residency robotic curriculum. 4 In this context, university-based institutions would be more likely to have trained or hired a robotic proficient surgeon to further their teaching mission, which would function as a preceptorship. Community hospitals lack this emphasis and thus would require a formalized process. This notion was underscored by Erickson et al who surveyed hospitals in Alabama that use the robot. They found that 60% of institutions had a separate pathway for physicians who recently graduated from residency. Within that pathway, credentialing varied and included attestation letters, robotic case lists, and proctored cases. 5 Even with an increased robotic proficiency that may be obtained from either robotic training during residency or a preceptorship, it is interesting that the robotic sacrocolpopexy is the only prolapse procedure in which a minority of institutions required fellowship training. Sacrocolpopexy is a complex procedure. The recent American Urogynecologic Society guidelines recommend either fellowship training or continuing medical education in pelvic reconstructive surgery and sacrocolpopexy training with at least 10 proctored cases to get new privileges. 3 Providers adopting a minimally invasive approach to sacrocolpopexy should also be able to perform this procedure by open technique in case the minimally invasive approach is not feasible.
Community hospitals were more inclined to require preceptorship, particularly for minimally invasive hysterectomy, robotic sacrocolpopexy, and sacral neuromodulation. It is unclear why this may be. A speculation is that community settings may have a lower number of subspecialists compared to university-based centers. Community institutions may want to provide a way for more providers to offer these services and/or have a more streamlined process for privileging in these more innovative procedures.
There are several limitations to this study. The responses in the questionnaire were not mutually exclusive, that is, there may be overlap between fellowship training requirement and preceptorship requirement. This is, however, reflective of hospital privileging because there is typically more than 1 way to obtain procedural privileges. The questionnaire distribution was based on the fellow participation. This led to more representation in areas where there were more fellowship programs, that is, the Northeast and Midwest, and lack of coverage of the West/ Northwest. No regional differences were detected, likely due to the small number of participating institutions. Given the number of nonresponders, there is a possibility of nonresponse bias. Nonresponding institutions may have chosen to not participate due to disclosure concerns or lack of interest. It was unclear who should be the targeted survey responder. Institutions do not seem to have a protocol on how to handle such disclosure of information. For some institutions, the response was clearly handled by the staff medical office. For others, the Department Chair was the designated person to answer these questions. Regardless, the national distribution of institutional involvement provides a diverse sample. The fairly even distribution of university-based and community-based hospitals gives strength to the comparison between the 2 different types of institution.
This study supports that there is considerable variability in privileging practices between hospitals with respect to gynecologic surgery. This variability likely represents the lack of evidence supporting learning curves and competency data for specific procedures. Recent controversy surrounding the use of transvaginal mesh underscores the importance of evidencebased privileging, particularly for new medical procedures and devices. 2, 6 It is imperative that gynecologic surgeons establish reasonable and evidence-based guidelines for surgical privileging to ensure the best possible care for our patients.
